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 1. ABSTRACT 
 
Objectives: The purpose of this study was to investigate the dental caries status of young 
children aged 2-4 years in Hong Kong and the factors related to their caries status.  
Materials and Methods: Two hundred and forty-four children from two kindergartens 
were clinically examined. Caries was diagnosed according to the criteria recommended 
by the World Health Organization. A structured questionnaire was distributed to the 
parents to obtain information on their child’s background and oral health behaviours, and 
parental dental knowledge.  
Results: The prevalence of dental caries among the surveyed children was 18%. The 
mean dmft score was 0.64. Nearly all of the decayed primary teeth were untreated. 
Children from families with higher family income, higher parents’ education levels and 
parents with better dental knowledge had lower dmft score. Children born in Mainland 
China had a higher mean dmft score than those born in Hong Kong. Children who had 
higher frequency of snacking had more dental caries.  
Conclusion: The majority of the surveyed young children were caries free. The 
children’s caries experience was found to be associated with their socio-economic 
background, dietary habits and parents’ dental knowledge.   
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 2. INTRODUCTION 
 
In 2001, a population-wide oral health survey was conducted in Hong Kong. The index 
ages and age groups surveyed were 5-year old children, 12-year old students, 35 to 44-
year old adults, 65 to 74-year old non-institutionalized older persons and 65-year old and 
above institutionalized older persons (Department of Health, 2001). Children aged below 
5 years were not covered in this survey. In Hong Kong, little information is available on 
the oral health status of young children under the age of 5 years. A study conducted in 
1998 reported that about 40% of the 4-6-year-old children surveyed were affected by 
dental caries with a mean dmft score of 1.6 (Chu et al., 1998). In 1998-1999, Chan and 
co-workers investigated children aged below 3 years (mean 20 months) old who attended 
Maternity and Child Health Centers. Caries was seen in 7.6% of the infants (Chan et al., 
2002). Another study conducted in 2000 obtained information from children aged 2 to 6 
years old who were living in a newly developed district of New Territories, and found 
that 70% of the children were caries free (Lo et al., 2000).  
 
A variety of factors, in particular, socio-economic background, parents’ dental awareness 
and attitudes, feeding habit and oral hygiene behaviour of children were found to be 
associated with children’s oral health status (Tinanoff et al., 2002; Harris et al., 2004, 
Wong et al., 2005). A clear understanding of this relationship can contribute to the 
prevention of caries and the maintenance of good oral health in young children. 
 
The Hong Kong government has established a School Dental Care Service, but the 
Service only covers children studying in primary school. Young children attending 
 2
 kindergartens in Hong Kong are not covered by any organized dental care services. 
Although an oral health education program has been introduced by the government 
Department of Health since 1993 for preschool children, it does not provide any clinical 
preventive or curative services. With this background of poor access to professional 
dental care services, it would be interesting to find out what is the current oral health 
status of the young children in Hong Kong.  
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 3. AIM AND OBJECTIVES 
 
This project aimed to collect information on the dental caries status and its related factors 
of children aged between 2 to 4 years in Hong Kong. 
 
The objectives of the study were: 
1. To describe the caries status of children aged 2 to 4 years in Hong Kong; 
2. To describe the relationship between the caries status of the children and their socio-
economical background and parents’ dental knowledge; 
3. To describe the relationship between the children’s caries status and their feeding 
habits and oral hygiene behaviours; 
4. To provide preventive treatment and oral hygiene instructions to the children. 
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 4. MATERIALS AND METHODS 
4.1 Study sample 
 
Our target population was children between 2 to 4 years of age who attended 
kindergartens in Hong Kong. Eight kindergartens (Appendix 1) were contacted initially 
in the hope that kindergartens admitting children from different social classes could 
participate in this investigation. Letters about this project (Appendix 2) were sent to the 
selected kindergartens and finally, two kindergartens agreed to take part in this study. 
One was Hong Kong Student Aid Society Po Tat Nursery located in Sau Mao Ping. 
Amongst the children attending the nursery, 44 children were within age 2 to 4 years. 
Another one was Sacred Heart Canossian Kindergarten located in Central District with 
249 children within 2 to 4 years of age. 
 
4.2 Study preparation  
 
Prior to the commencement of the study, our group members visited the kindergartens to 
explain our project to the kindergarten supervisors, to plan the setup in the designated 
working area and to decide on what materials need to be brought to the kindergarten for 
the study. The preliminary run down of the activities was discussed. In addition, an 
informed consent form explaining the nature of the study (Appendix 3) and a 
questionnaire were given to the kindergartens for distribution to children’s parents. Only 
children with parental consent could participate in this investigation.  
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 Videos, posters, and leaflets on oral health education were obtained from the Oral Health 
Education Unit of the government Department of Health. Tooth models were borrowed 
from the Periodontal and Oral Hygiene Clinic of the Prince Philip Dental Hospital for use 
in the oral hygiene instruction sessions. Sponsors for toothbrushes and toothpastes were 
contacted.  
 
4.3 Study procedure  
 
This study consisted of three parts: questionnaire to the parents, clinical examination of 
the children and oral health education to the children. 
 
4.3.1 Questionnaire 
 
A questionnaire was designed to collect information on the child’s demographic 
background, dietary habits and oral health care behaviour and their parents’ dental 
knowledge. A draft questionnaire was pilot tested on nine caregivers in the Paediatric 
Dentistry Clinic of the Prince Philip Dental Hospital. Modifications to the questionnaire 
were made after the pilot test. The finalized questionnaire contained 20 questions in total, 
with the majority being close-ended questions (Appendix 4 and 5).    
 
Questionnaires, together with the consent forms were distributed and collected by the 
kindergartens. The number of participants was confirmed with the kindergartens two days 
before the clinical examination. 
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4.3.2 Clinical examination 
 
Three members of our student group were responsible for conducting the oral 
examination and remained unchanged throughout the project. The other student group 
members took turns to act as the recorders and to provide oral health education. Children 
with completed consent forms and questionnaires were examined by one of the three 
examiners.  
 
Prior to the examination, a calibration exercise among the examiners was performed on 
three children in Po Tat Nursery under the supervision of the advisor, Dr. Luo. Each child 
was examined by all three examiners. Any variation was discussed and consensus 
achieved. During the examination, 10% of the children were randomly selected for 
duplicate examination in order to monitor the inter-examiner variation. 
 
The children were examined on a wooden bench or bed in the kindergarten. Status of 
each tooth present in the mouth was assessed visually. No dental probing was performed 
but plaque and food debris that obstructed the visual examination was removed. An intra-
oral LED light with a disposable mirror and plastic sleeve was used in the examination of 
the teeth. The plastic sleeves and mirrors were discarded after each examination to ensure 
adequate cross-infection control. Before recording the tooth status, the oral hygiene 
condition of the child was noted and a microbrush or gauze was used to remove the 
plaque where required.  
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 The dental status of each child was recorded on a standardized charting form as shown in 
Appendix 6, using the codes as recommended by the World Health Organization (1997): 
0 - sound 
1 - caries 
2 - filled with decay 
3 - filled, no decay 
4 – missing due to caries 
9 - not recorded 
 
Where signs of early caries were detected, topical fluoride varnish (Duraphat) was 
applied with a microbrush on the carious tooth surface. Post-operative instructions were 
given to the child and the kindergarten staff, including avoidance of consumption of food 
and water, and rinsing of mouth within half an hour. Dental examination result slips 
(Appendix 7) regarding the number of decayed teeth and oral hygiene status of the 
children were given to their parents. 
 
4.3.3 Oral health education 
 
An oral health education session was provided to the children after the clinical 
examination. A cartoon video about the importance of tooth brushing and caries 
prevention was shown, followed by demonstration of tooth brushing techniques on the 
oral hygiene education models and instructions on good dietary habits with the help of 
graphics. Each child was then given a new toothbrush for practicing of toothbrushing 
with close supervision by our group members individually. Toothpastes and leaflets on 
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 oral health education were distributed after the session. Oral health education posters 
were also given to the kindergartens for promotional purposes. 
 
4.4 Data analysis 
 
Data in the questionnaires and dental charting sheets were input into a personal computer 
by using the software Microsoft Excel. Analysis of the data was performed by using 
SPSS for Windows version 14.0. Descriptive statistics, independent-sample t test, one-
way ANOVA tests were carried out in the data analysis. The level of statistical 
significance was set at 5%.   
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 5. RESULTS 
 
With the help of the kindergarten staff, a total of 293 questionnaires were distributed to 
the parents and 244 parents agreed to let their child participate in this project and returned 
the filled questionnaire. The response rate was 83.3%. 
 
5.1 Demographic background 
 
A total of 244 children from the two kindergartens took part in this study. There were 48 
boys (19.7%) and 196 girls (80.3%). The age of the children ranged from 2.4 to 4.3 years, 
with a mean of 3.61 years (SD=0.39). 
 
Regarding their place of birth, 234 children (95.9%) were born in Hong Kong. Three 
children (1.2%) were born in the Chinese Mainland and 7 children (2.9%) were born in 
other places. The mean number of years that they have been living in Hong Kong was 
3.56 (SD=0.50), ranging from half to 4.3 years.   
 
Among the study children, nine (4.1%) were brought up in single parent family while 213 
children (95.9%) were living with both parents. 
 
Over half of the children (55.7%) were living in family with monthly income more than 
HK$ 35,000, whereas 24 families (11.3%) had monthly income of HK$ 10,000 or below 
(Figure 1).   
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 Fig 1. Monthly family income of the children
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Educational backgrounds of the parents are shown in Figure 2. Over half (53.7%) of the 
fathers and 43.2% of the mothers had received tertiary education. A small number of the 
parents, 2.8% fathers and 1.8% mothers had only received primary education.  
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Figure 2. Educational background of the parents  
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 5.2 Dietary habits 
 
Out of the 244 children, 44 (18%) had consumed milk or sweetened beverages with 
feeding bottle during sleep when they were young. Regarding the time when the children 
stopped using a feeding bottle, only 7 children (2.9%) stopped bottle-feeding within 12 
months after birth, and about three quarters (73.4%) had continued being bottle-fed with 
milk or sweetened beverages beyond 24 months of age (Figure 3).   
Fig 3. Age of child when bottle-feeding was stopped
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13-18 mth
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As shown in Figure 4, less than half (46.7%) of the children had snacks once per day or 
did not have snacks while more than 20% had snacks three or more times a day.  
Fig 4. Frequency of snacking
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 5.3 Oral health habits 
 
More than one quarter (27.0%) of the children started tooth brushing within 12 months 
from birth (Figure 5). Another quarter of them (24.0%) started tooth brushing after two 
years old.  
Fig 5. Age of child when started brushing
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As for the frequency of tooth brushing, 176 children (72.1%) brushed their teeth twice or 
more a day while 8 children (3.3%) did not brush their teeth at all (Figure 6). More than 
half of them (54.9%) used fluoridated toothpaste (Figure 7). Over 90% brushed with 
assistance from their parents. Regarding their utilization of dental services, most of the 
children (80.7%) had never visited a dentist. 
 
 
Fig 6. Frequency of brushing per day
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Fig 7. Toothpaste is fluoridated or not?
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5.4 Oral health awareness of the parents 
 
A total of 222 parents reported their knowledge on oral health. Most parents believed that 
high frequency of snacking and poor oral hygiene were the causes of caries, whereas 11 
parents (5%) believed “hot air” may lead to tooth decay (Figure 8).      
 
82 
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20
40
60
80
100
snacking poor oral hygiene hot air
% 
Figure 8. Parents’ knowledge on causes of tooth decay 
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When the parents were asked if fluoridated toothpaste can prevent tooth decay, 192 (86%) 
arents of 139 children (62.6%) knew that the water in Hong Kong was fluoridated 
believed it can, 6 parents (2.7%) disagreed, and 11.3% were ‘not sure’ (Figure 9). Most 
of the parents, 86.5%, agreed that reduction of snack consumption can prevent tooth 
decay while three (1.4%) parents thought herbal tea can work.    
 
 
Figure 9. Parents’ knowledge on prevention of tooth decay  
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P
(Figure 10). Seventeen parents (7.7%) thought there was no water fluoridation, and 66 
parents (29.7%) did not know whether the water in Hong Kong was fluoridated or not.  
 15
 Fig 10. Is the water in Hong Kong fluoridated?
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Parents of 188 (84.7%) children knew that the main action of fluoride is prevention of 
tooth decay while 28 (12.6%) and 64 (28.8%) parents believed fluoride can whiten teeth 
and prevent gum disease respectively (Figure 11).      
 
 
Figure 11. Parents’ knowledge on the function of fluoride 
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 5.5 Clinical tooth status 
 
All 244 children who returned questionnaires were clinically examined. Results of the 
duplicate examinations showed that inter-examiner agreement was satisfactory. The 
percentage agreement on individual tooth status was 96.7%.  
 
About 18% of the children had dental caries experience in the form of decayed or filled 
teeth (Table 1). None of the children had teeth missing due to caries. Nearly all of the 
decayed primary teeth were untreated; the number of decayed teeth in a child’s mouth 
ranged from 0 to 18. Only one child (0.4%) had a filled tooth.  
 
Table 1: Number and percentage of subjects with decayed, missing and filled teeth 
 Number Percentage 
Caries experience (dmft > 0) 43 17.6 
Decayed teeth (dt > 0) 43 17.6 
Filled teeth (ft > 0) 1 0.4 
Missing teeth (mt >0) 0 0 
 
 
The mean dmft score of the children was 0.64 (SD = 2.23). Decayed teeth was the 
predominant component of the dmft score, being 0.64 (SD = 2.23).  
 
Table 2: Mean number and standard deviation of dt, ft and dmft per person 
 Mean SD 
Decayed teeth (dt) 0.64 2.23 
Filled teeth (ft) 0.00 0.06 
Missing teeth (mt) 0 0 
   dmft 0.64 2.23 
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 5.6 Social factors related to tooth status 
 
Socio-economic background of the children was found to be associated with their tooth 
status. The mean dmft score of the children born in Mainland China was 6.33, which was 
much higher than that of children born in Hong Kong (0.62) or other places (0.43) (p < 
0.001, ANOVA). The children whose family income was less than HKD 10,000 per 
month had a higher mean dmft score than those with family income more than HKD 
10,000 (Figure 12). The difference was statistically significant (p < 0.001).  
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Figure 12. Mean dmft score of the children in relation to monthly family income 
 
Education level of the parents was significantly associated with their children’s caries 
status (Figure 13). When the father had been educated to Form 7 or higher level, the 
mean dmft score of their children was 0.25, compared to a mean dmft score of 1.38 when 
father had an education level of Form 5 or below (p = 0.004, t-test). Similarly, there was 
a statistically significant difference in mean dmft scores between children whose mothers 
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 had an education level of Form 5 or below and children whose mothers had attained an 
education level of Form 7 or above (1.19 vs 0.37, p = 0.019). 
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Figure 13. Mean dmft of the children in relation to parents’ education level 
 
Parents’ knowledge about oral health, in particular the function of fluoride, was 
associated with their children’s tooth status. For those parents who realized the positive 
role of fluoridated toothpaste in the prevention of tooth decay, the children’s dmft score 
was 0.50, which was lower than 2.19 for the children whose parents not realizing the role 
of fluoridated toothpaste (p = 0.043). Moreover, the difference in mean dmft scores was 
statistically significant between the children whose parents knew the water in Hong Kong 
is fluoridated and the children whose parents did not (0.38 vs 1.34, p = 0.021). 
 
Furthermore, children’s dietary habits (frequency of having snacks) were associated with 
their caries experience. Children who had snacks once a day or had no snacks had a lower 
dmft score than those who had snacks twice or more per day (0.25 vs 1.06, p = 0.004). 
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 Regarding consumption of milk or sweetened beverages with baby feeding bottle during 
bed time, the children who had used a feeding bottle during sleep had a mean dmft of 
1.41, compared with 0.53 for those with no baby feeding bottle during sleep. However, 
difference between these two groups did not reach statistically significant level (p = 0.154, 
t-test). 
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 6. DISCUSSION 
6.1 Dental caries status 
 
The prevalence of dental caries amongst the kindergarten children aged 2-4 years 
surveyed in this study was only 17.6%, while more than three-quarters of the children 
were clinically caries free. The mean dmft score was 0.64. This was lower than the 
findings from previous student community health projects, in which the dmft scores for 
4-year-old children were 0.9 (Chu et al., 1998) to 1.2 (Lo et al., 2000). The prevalence 
and severity of dental caries experienced by the study subjects were also lower than those 
reported in the government Oral Health Survey 2001 (Department of Health, 2001) for 
children aged 5 years, i.e. mean dmft =2.3, caries prevalence=51%. 
 
However, the caries prevalence of this study sample was higher than a study conducted 
on a younger child population (mean age of 20 months) in Hong Kong (Chan et al., 2002), 
which was 7.6%. The differences can be partly explained by the fact that caries 
experience was age related in preschool children. The age related trend has been shown in 
many studies which is mostly due to the cumulative nature of the disease and index 
chosen (Chu et al. 1998; Messer, 2000; Harris et al., 2004).  
 
The caries prevalence in our study was comparable to a recent study conducted in Macau 
(King et al, 2003) in which a prevalence of 19% was reported for children aged 1.8 to 3.5 
years. The similarity of caries prevalence may be due to the common cultural norms on 
the dental habits of the children and the similarity in the standard of living in these two 
cities. 
 21
   
6.2 Demographic and socio-economic background  
 
In the present study, children born in Mainland China had a worse dental caries status 
than children born in Hong Kong (dmft 6.33 vs 0.62). This finding is in agreement with 
that obtained in a previous survey in Hong Kong (Chu et al., 1999). Part of the 
explanations for this discrepancy in caries experience between the children brought up in 
the two places is that the water in Hong Kong is optimally fluoridated while that in the 
Mainland is not fluoridated. As more new immigrants are moving into Hong Kong from 
Mainland China, there is an increasing need to organize special dental programmes for 
this social group with high caries risk.  
 
The dental caries situation of the surveyed children was found to be closely related to 
their family background, especially the socio-economic classes as measured by household 
income and parents’ education level. The dmft score was 3.25 for children coming from 
the poorest families (<HK$10,000), compared to 0.3 for children from the wealthiest 
families (over HK$35,000). Parents’ education levels also play an important role in 
children’s caries experience. Children whose parents had attained a higher education 
level also had lower dmft scores. This type of influence due to socio-economic status was 
in agreement with many study findings both locally (Chu et al., 1999; Chan et al., 2002) 
and overseas (Marthaler, 2004; Vachirarojpisan et al., 2004; Psoter et al., 2006). We also 
took investigation into the aspect of children from single-parent family. No significant 
association with caries status was found; the mean dmft was 1.33 for children from 
single-parent family compared with 0.71 for their counterparts. This inconclusive 
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 inference may be due to the small number of children from single-parent family (only 9 
out of the 244).  
 
6.3 Dietary habits 
 
In this study, 18% of the children had nocturnal feeding habits. A statistically significant 
association between high caries risk and children having nocturnal feeding habit was not 
found in this study, possibly due to the small number of children involved. However, the 
difference in the dmft values between these two groups of children (1.41 vs 0.53) 
suggests such a trend (Hallett and O’Rourke, 2006).  
 
Snacking habits were common among the children. About half of the children in this 
study had snacks twice or more per day, which was less than that found in the 
government Oral Health Survey 2001 (53% vs 64%). The lower frequency of snacking 
may be due to the younger age group in our study. High frequency of snacking has been 
shown to be related to higher incidence of caries (Chan et al., 2002; van Palenstein 
Helderman et al., 2006), which was affirmed in the present study.  
 
6.4 Oral health habits 
 
The findings in the aspect of oral health habits included the age at which the children 
started tooth brushing, the frequency of tooth brushing, whether fluoridated toothpaste 
was used, parental assistance in tooth brushing, and dental visit experience. Compared 
with the findings from the government Oral Health Survey 2001, a higher proportion of 
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 the surveyed children in this study reported brushing their teeth twice or more a day (72% 
vs 54%) and fewer of them did not brush at all (3% vs 9%). Over 90% of our study 
children brushed their teeth with assistance from their parents, which is also 
proportionally higher than the finding of the government survey (69%). A similar ratio of 
the children had never visited a dentist when compared to that in the government survey 
(80% vs 72%). 
 
Toothbrushing habits, e.g. brushing frequency and age at which brushing start, have been 
found to be associated with the caries status of children (Chu et al., 1999; Chan et al., 
2002). In this study, we failed to find a statistically significant relationship between the 
oral health habits of the children and their caries status. This is probably because the 
sample size of our study is not large enough.  
 
6.5 Oral health knowledge of parents 
 
In our study, the majority of the parents believed that high frequency of snacking and 
poor oral hygiene could cause tooth decay. This was similar to the findings from the Oral 
Health Survey conducted by the government Department of Health (2001), in which the 
three most commonly cited factors leading to tooth decay were improper tooth brushing, 
no brushing in the morning and at night, and too much candies or sweet food.  
 
Most of the parents (86.5%) in this study believed that fluoridated toothpaste can prevent 
tooth decay, whereas, only 45% agreed with this statement in the government Oral Health 
Survey 2001. It is encouraging to see that parental dental knowledge concerning 
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 prevention of tooth decay may have improved since 2001. In regard to the function of 
fluoride, 85% of the parents in this study pointed out that fluoride can prevent tooth 
decay, which is in agreement with that found in the government Oral Health Survey 2001. 
On the other hand, 13% and 29% of the parents held a wrong belief that fluoride can 
prevent gum disease and whiten teeth, respectively. These percentages are much lower 
than those obtained in the government Oral Health Survey 2001 (50.9% and 50.7% 
respectively). This may reveal that the dental knowledge among the Hong Kong adult 
population has improved over the recent years.  
 
In this study, parental dental knowledge, in particular the knowledge of fluoride, 
fluoridated toothpaste or water fluoridation on prevention of tooth decay, was found to be 
related to the dental caries experience of their children. Children whose parents had better 
dental knowledge had lower dmft score. This is supported by the findings from other 
studies (Grytten et al., 1988; Chu et al., 1999). Thus, it is of great importance to involve 
the parents in dental health promotion programmes for preschool children.  
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 7. CONCLUSIONS 
 
1. The prevalence of dental caries among the 2 to 4-year-old kindergarten children in 
Hong Kong was low, 17.6%, and the mean dmft score was 0.64. 
2. The dental caries experience of the surveyed children was found to be related to their 
socio-economical background. Children came from families with higher family 
income or whose parents had higher education levels had a lower dmft score. 
Children born in Mainland China had more caries than those born in Hong Kong. 
3. The children’s caries experience was associated with their parents’ dental knowledge. 
Children had a lower caries experience if their parents had better dental knowledge.   
4. The children’s caries experience was associated with their dietary habits. Children 
who had higher frequency of snacking had more caries. 
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 8. RECOMMENDATIONS 
 
1. Since nearly all of the decayed primary teeth found in this study were untreated, it is 
recommended that preschool children should be covered by the government dental 
service to improve their access to curative dental services. 
2. Children from lower socio-economic background have a higher caries risk. Special 
dental programmes should be organized for this social group so as to improve their 
oral health condition and to meet their higher dental care needs. 
3. As the dental knowledge of the parents is associated with their children’s caries 
experience, more oral health education activities for parents should be provided to 
raise parents’ dental awareness.   
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 List of kindergartens       Appendix 1 
 
 
 
維多利亞(寶翠園)幼稚園 
 
香港真光幼稚園 
 
嘉諾撒聖心幼稚園 
 
金巴倫英文小學暨幼稚園 
 
啟思幼稚園 (杏花村) 
 
啟思幼稚園 (九龍塘) 
 
秀茂坪寶達幼稚園  
 
救恩學校 
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 Letter to kindergarten       Appendix 2 
               
 
 
 
 
校長先生/女士: 
幼兒口腔健康推廣計劃 
 
我們是香港大學牙醫學院四年級學生，在大學老師指導下我們現正計劃
進行一項牙科公共衞生計劃，調查香港兩歲至三歲幼兒的口腔健康情況，並
為他們提供口腔健康教育和牙病預防服務。 
 
我們希望籍此計劃，增進幼兒對口腔健康的認識，並讓我們了解他們的
口腔健康情況和家長如何教導子女保護牙齒。 
 
活動詳情如下: 
(i) 活動對象: 幼稚園幼兒班學生 
(ii) 舉辦活動時間: 2006 年 3 月初 
(iii) 活動項目: 
(a) 免費替幼兒檢查牙齒，並向他們家長滙報檢查結果 
(b) 由他們家長填寫一份有關如何保護幼兒牙齒的問卷 
(c) 為幼兒提供口腔健康教育 
(d) 為有需要的幼兒提供免費牙病預防 
 
我們誠邀 貴校參與這項計劃。如 貴校對此活動有興趣或需要更多資料，
請與我們的代表劉銘熙先生﹝電話 9218 4142﹞或盧展民教授﹝電話 2859 
0292﹞聯絡。 
 
 
 
 
                                                                       
劉銘熙                                                盧展民教授 
學生代表                                                        導師 
 
二零零六年一月二十四日 
 
 香港大學牙醫學院牙周病學及公共衞生學
Periodontology & Public Health, Faculty of Dentistry
3/F, Prince Philip Dental Hospital, 34 Hospital Road, Hong Kong.
 
TEL: (852) 2859 0301 FAX: (852) 2858 7874
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 Parent Consent                Appendix 3 
         
 
 
 
 
 
 
致 貴家長： 
 
    為增進香港幼稚園學生口腔健康知識及推廣牙齒保健，香港大學牙醫學院計劃 
在  貴子女就讀之幼稚園推行一連串活動：包括口腔健康教育及為  貴子/女提供免
費口腔檢查，檢查後將附上簡單報告一份，並為有需要的學生塗上氟素以預防蛀
牙。希望閣下能同意  貴子女參與此活動。有意參加者請完成附上的問卷一份，並
交回幼稚園。活動日期：二零零六年____月____日。 
 
   如閣下有任何疑問，請於辦公時間內致電 28590292 向盧教授查詢有關詳情。多
謝合作。 
 
 
香港大學牙醫學院四年級學生謹啟 
導師:盧展民教授 
 
 
附件： 口腔健康知識問卷調查一份 
 
二零零六年_____月_____日 
______________________________________________________________________ 
 
 
致香港大學牙醫學院四年級學生： 
 
 
     茲同意/不同意本人子/女_______________(________班) 參與是次活動。 
 
 
 
 
家長/監護人： 
 
______________ 
簽署 
 
 
 香港大學牙醫學院牙周病學及公共衞生學
Periodontology & Public Health, Faculty of Dentistry
 34
3/F, Prince Philip Dental Hospital, 34 Hospital Road, Hong Kong.
TEL: (852) 2859 0301 FAX: (852) 2858 7874
  
Questionnaire (Chinese)                    Appendix 4 
 
香港大學牙醫學院 
口腔健康知識問卷調查 
甲部：學生資料 
1. 學生姓名:                  
2. 性別: 男  [   ]   女 [   ] 
3. 年齡:    歲   月 
4. 出生地點: 香港[  ]   中國大陸[  ]   其他[  ]請註明:             
5. 居港年數:    年    月 
 
乙部：閣下子女的飲食習慣 
6. 閣下子女有沒有含著盛有奶或甜味飲品的奶瓶睡覺? 
有 [  ]      沒有 [  ] 
 
7. 你的子女在何時停止使用奶瓶餵奶及其他甜味飲品: 
1 至 12 個月[  ]   13 至 18 個月[  ]   19 至 24 個月[  ]    
24 個月後 [  ] 請註明:             
 
8. 你的子女現時平均每天吃零食的次數(包括甜味飲品): 
0 次[  ]   1 次[  ]   2 次[  ]  3 次[  ]   4 次或以上[  ] 
 
丙部: 閣下子女的口腔衛生習慣 
9. 閣下子女何時開始刷牙: 
6 至 12 個月 [  ]   13 至 18 個月 [  ]   19 至 24 個月 [  ]    
24 個月後 [  ] 請註明:             
 
10. 閣下子女現時每日刷牙次數: 
不刷牙[  ]   1 次[  ]   2 次或以上[  ] 
 
11. 如有用牙膏，現時所用牙膏有沒有含氟素: 
有[  ]   沒有[  ]   不知道[  ] 
 
12. 有沒有旁人協助閣下子女刷牙: 
有[  ]   沒有[  ] 
 
13. 閣下有否帶子女看過牙醫: 
有[  ]   沒有[  ] 
 
丁部： 你的口腔健康常識 
14. 蛀牙的成因是: 
吃糖次數太多     是[  ]   否[  ]   不知道[  ] 
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 口腔衛生欠佳     是[  ]   否[  ]   不知道[  ]  
熱氣             是[  ]   否[  ]   不知道[  ] 
 
15. 防止蛀牙的方法是:  
飲涼茶               是[  ]   否[  ]   不知道[  ] 
用含氟素牙膏刷牙     是[  ]   否[  ]   不知道[  ] 
減少吃糖次數         是[  ]   否[  ]   不知道[  ] 
 
16. 香港的食水有否加入氟素: 
有[  ]   沒有[  ]   不知道[  ] 
 
17. 氟素對牙齒的影響是:  
防止蛀牙       是[  ]   否[  ]   不知道[  ] 
潔白牙齒       是[  ]   否[  ]   不知道[  ] 
防止牙周病     是[  ]   否[  ]   不知道[  ] 
 
戊部 
18. 閣下的子女是生長在: 
[  ] 單親家庭 
[  ] 雙親家庭 
 
19.閣下的家庭總收入: 
[  ] HKD$ 10, 000 或以下 
[  ] HKD$ 10, 000- 15,000 
[  ] HKD$ 15,000- 25,000 
[  ] HKD$ 25,000-35,000 
[  ] HKD$ 35,000 或以上 
 
20. 家長的教育程度: 
父  母 
未正式接受過教育  [ ]  [ ] 
小學程度    [ ]  [ ] 
中學程度    [ ]  [ ] 
預科    [ ]  [ ] 
大專程度或以上   [ ]  [ ] 
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 Questionnaire (English)        Appendix 5 
 
 
Part A: Participant's information 
 
1.  Name: _______________ 
2.  Gender: Male [    ]       Female [    ] 
3.  Age: ______ years ______ months 
4.  Place of birth: Hong Kong [    ]   China [    ]    Others [     ] please specify: _______ 
5.  Number of years in Hong Kong: ______ years ______ months 
 
Part B: Your child's dietary habits 
 
6. Does your child consume milk or sweetened beverages with baby bottle to sleep? 
 Yes [    ] No [    ] 
 
7. When does your child stop being bottle-fed with milk or other sweetened beverages? 
 1 to 12 months [    ]    13 to 18 months [    ]    19 to 24 months [    ] 
 after 24 months [    ] please specify: ______ 
 
8. Frequency of snacking on average (including sweetened beverages): 
 none [    ]    1 time [    ]    2 times [    ]    3 times [    ]    4 times or more [    ] 
 
Part C: Your child's oral health habits 
 
9. When does your child start toothbrushing? 
 6 to 12 months [    ]    13 to 18 months [    ]    19 to 24 months [    ] 
 after 24 months [    ] please specify: ______ 
 
10. Frequency of toothbrushing: 
 none [    ]    1 time [    ]    2 times or more [    ] 
 
11. If toothpaste is used, does it contain fluoride? 
 Yes [    ]    No [    ]    Not sure [    ] 
 
12. Is your child being assisted while brushing teeth? 
 Yes [    ]    No [    ] 
 
13. Has your child visit a dentist before? 
 Yes [    ]    No [    ] 
 
 
 
 
 
 
 
 37
  
 
Part D: Your oral health awareness 
 
14. Cause(s) of tooth decay: 
 High frequency of snacking Yes [    ]    No [    ]    Not sure [    ] 
 Poor oral hygiene  Yes [    ]    No [    ]    Not sure [    ] 
 “Hot air”   Yes [    ]    No [    ]    Not sure [    ] 
 
15. Tooth decay can be prevented by: 
 Drinking herbal tea   Yes [    ]    No [    ]    Not sure [    ] 
 Using toothpaste with fluoride  Yes [    ]    No [    ]    Not sure [    ] 
 Reduce consumption of snacks  Yes [    ]    No [    ]    Not sure [    ] 
 
16. Is fluoride added into the water supply in Hong Kong? 
 Yes [    ]    No [    ]    Not sure [    ] 
 
17. The use of fluoride can: 
 Prevent tooth decay    Yes [    ]    No [    ]    Not sure [    ] 
 Whiten teeth    Yes [    ]    No [    ]    Not sure [    ] 
 Prevent gum (periodontal) disease  Yes [    ]    No [    ]    Not sure [    ] 
 
Part E 
 
18. Family background of your child: 
 [    ] Single-parent family 
 [    ] Two-parent family 
 
19. Total monthly family income: 
 [    ] HKD$ 10, 000 or below 
 [    ] HKD$ 10, 000 - 15, 000 
 [    ] HKD$ 15, 000 - 25, 000 
 [    ] HKD$ 25, 000 - 35, 000 
 [    ] HKD$ 35, 000 or above 
 
20. Educational background of the parents: 
           father          mother 
 Not formally educated [    ]  [    ] 
 Primary school  [    ]  [    ] 
 Form 5    [    ]  [    ] 
 Form 7    [    ]  [    ] 
 Tertiary or higher  [    ]  [    ] 
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Clinical examination record form      Appendix 6 
 
 
 
 
Name: _______      Gender: ________      Age: ________   Examiner: ___ 
 
 
Charting  
 
   55            54          53           52           51           61          62           63          64           65 
 
 
 
         
 
 
 85             84           83           82           81          71          72          73            74           75 
 
         
 
 
 
 
 
Oral hygiene 
 
 
Good -1          Fair   -2          Poor  -3 
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 Reply Letter to Parents       Appendix 7 
 
 
 
 
 
 
香港大學牙醫學院幼稚園口腔健康調查 
 
 
致: ____________________的家長 
 
口腔檢查撮要報告 
 
多謝你同意  貴子女於本月參加在幼稚園舉行的口腔健康檢查。 這是一個普通的檢
查而且沒有拍攝過 X- 光照片， 在檢查過程中我們發現  貴子女最少有  ___  隻蛀
牙。 
 
他/她的口腔衛生情況良好 / 一般 / 欠佳。 
 
我們建議他/她要加強口腔護理及在短期內/ 定期去看牙醫作口腔檢查。 
 
 
 
 
 
 
香港大學牙醫學院牙周病學及公共衞生學
Periodontology & Public Health, Faculty of Dentistry
3/F, Prince Philip Dental Hospital, 34 Hospital Road, Hong Kong.
TEL: (852) 2859 0301 FAX: (852) 2858 7874
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